In order to preserve patient anonymity venereal infections are not notifiable as such, but, since the establishment of 'special clinics' as a result of the 'Venereal Diseases Act, 1916', these clinics have provided annual reports of the number of cases treated. It is impossible to know, in retrospect, how complete a picture of the incidence of venereal diseases was provided by these statistics during the inter-war years, but by 1950 two changes had occurred which had a dramatic effect on the figures. The first was the discovery that penicillin provided a rapid and effective cure for both gonorrhoea and syphilis and the second was the introduction of the National Health Service in 1948. General practitioners also had penicillin at their disposal, and the free treatment of venereal disease no longer depended on attendance at the 'special clinics' which were, and still are, the only source of venereal disease statistics. Furthermore, the ability to cure gonorrhoea rapidly had led to the possibility of a few patients repeatedly becoming re-infected and so distorting the 'new cases' figures. In 1951 the clinics first reported the number of cases of 'non-gonococcal urethritis' diagnosed; these figures are even more complicated by the additional problem of deciding whether a late recurrence of symptoms represents a re-infection, or a relapse of the condition previously considered cured. Also, the desire for more information about patients attending the clinics with 'other conditions' led to the addition, in 1971, of seven more categories to the list of diseases to be specifically reported; thus the increased possibility of multiple diagnoses and of variations in diagnostic criteria, as well as the problem of distinguishing relapses from re-infections, has added further to the complexity of interpreting the statistics. (Wigfield, 1971) (Heywood and Bacon, 1973) . The 'Study of Morbidity Statistics in General Practice' found that gonorrhoea and venereal disease other than syphilis accounted for 2 per cent. of consultations, and 1 per cent. of patients consulting (Logan and Cushion, 1958) ; from N. Wales comes the information that, of 508 consecutive patients, 0.8 per cent. had male genital problems and 8.4 per cent. gynaecological problems (Bebbington, 1969) ; from Scotland that 11 years' practice with nearly 1,000 patients aged 15 to 44 produced four cases of gonorrhoea (McGregor, 1969) ; from the R.A.F. that 8,018 consultations led to 288 referrals to hospital of which 2.1 per cent. were for V.D. (Beeton, 1969) ; and at the Belfast Venereal Disease Clinic it was found that, of patients with symptoms, 50 per cent. had consulted their family doctor before attending the clinic (Mahoney, 1972) (Pemberton, McCann, Mahoney, Mackenzie, Dougan, and Hay, 1972) . Similarly, in Aberdeen, 1,603 female patients contributed 2,093 diagnoses, of which 1,052 were non-venereal, and 265 were infants with no abnormality being checked for congenital venereal disease before adoption (Thompson and Rutherford, 1972 ). Yet two recent publications have contained graphs entitled 'New patients attending clinics in England and Wales' whilst using figures for total diagnoses made-which include not only multiple diagnoses on the same patients but also diagnoses of 'no abnormality' (Catterall and Morton, 1970; Catterall, 1973 The histogram baseline for male andfemale cases is the incidence calculated as total cases per totai population, by sex, of all ages times that ofthe country as a whole, which might have been of interest were it not for the fact that addresses are recorded primarily to ensure that the patient can be contacted. Some patients do not want to be contacted and give a false address; some give the address of a friend; some a business address; some the hotel in which they are staying; and some may have forgotten to mention that they have moved since their address was first recorded. Table VII shows the results of a small survey to discover how reliable the recorded postal district was. (Engel, 1968) (ii) Any statistics collected must relate to populations at risk-at the simplest level this involves no more than recording separately data from visitors and residents. A further step might be to differentiate the patient contactability element from the statistical address element. For the former a telephone number, a business address, or that of a close friend, might actually be more appropriate than the patient's home. For statistical purposes it is not a precise address but an area for which the population structure is known that is important. While it must be accepted that the information obtained will not always be accurate, no longer requiring a routine address should reduce the amount of deliberately false information, and ensure that the information collected is appropriate to the purpose for which it is required. (iii) A distinction must be made between problem and diagnosis. 
